This study aimed to examine possible changes from 2008 to 2012 in the skills of health care staff in identifying and intervening in domestic violence (DV). A longitudinal descriptive study design with volunteer samples (baseline; = 68, follow-up; = 100) was used to acquire information regarding the present state and needs of the staff in practices related to DV. The results of the baseline survey were used as a basis for planning two interventions: staff training and drafting practical guidelines. Information was collected by questionnaires from nurses, physicians, and social workers and supplemented by responses from the interviews. The data were analysed using both quantitative and qualitative methods. A chi-square test was used to test the statistical significance of the data sets. In addition, participants' quotes are used to describe specific phenomena or issues. The comparison showed that overall a small positive change had taken place between the study periods. However, the participants were aware of their own shortcomings in identifying and intervening in DV. Changes happen slowly, and administrative support is needed to sustain such changes. Therefore, this paper offers recommendations to improve health care providers' response to DV. Moreover, there is a great need for evaluating the training programme used.
Introduction
Domestic violence (DV) is globally recognised as a major but underreported public health and social problem among heterosexual and same-sex couples [1, 2] . It results in injuries and other negative short-and long-term effects on the health of all the family members [3, 4] . Children and young people in families where DV has taken place are at risk of abuse and associated detrimental health outcomes [5] [6] [7] . Nurses and physicians play a vital role in addressing these problems. Early identification of DV can reduce its consequences and may help to prevent further violence.
Unfortunately, health care professionals do not engage with these issues and they do not routinely screen for health risks such as DV or child abuse (CA) and neglect. In a Swedish study by Sundborg et al., only half of the nurses working in primary health care always asked women about DV and did so mostly when the patient was physically injured [8] . Health professionals do not ask about or identify DV, even in cases where it is obvious [9] [10] [11] [12] . According to a Finnish study by Husso et al., it seems that there is a tendency for health care staff to focus on fixing the injuries and consequences of DV while dismissing the violence that is the cause of symptoms and injuries [13] . Consequently, asking about violence is undesirable. On the other hand, patients generally find being asked about violence acceptable [7, 8, 11, 12] .
Various studies have shown that nurses and doctors ascribe their reluctance to or discomfort with inquiring about DV to factors such as lack of time, behaviours attributed to women living with abuse (e.g., denial), lack of training and effective interventions, the complexities of providing whole family care, and partner presence [10, 11, [14] [15] [16] . A lack of knowledge of the causes and effects of DV often leads to feelings of inadequacy and frustration [13] . For example, trauma caused by DV is not always recognized by health care professionals. The victim's trauma may affect the victim's 2 Nursing Research and Practice ability to discuss the problem. Furthermore, nurses who work in a fast-paced environment may be used to seeing immediate results when they intervene with patients, whereas DV is a complex issue and not the one that can be solved in one visit [17] . Overall, awareness of one's own attitudes, myths, and stereotypes (e.g., men are always offenders; violence is only physical; violence only concerns marginal groups) plays an important role in one's readiness to deal with intimate partner violence (IPV) [8, 11, 17, 18] .
The most frequently reported facilitators to ask about DV, alongside training community resources and professional tools, are protocols and police [7, 15] . Multifaceted and intersectoral approaches that address the individual, interpersonal, workplace, and systemic issues faced by nurses and physicians when inquiring about DV are required [15] . It has also been mentioned that strong leadership and prioritization of the issue have facilitated the development of the care process to detect and manage DV presentations [19] . Training and organizational change within healthcare systems can increase the identification and knowledge of DV, as well as health professionals' readiness to ask victims about it [16, [19] [20] [21] . However, so far, the effect of systematic screening for DV has remained somewhat unclear. Randomized controlled trials have shown that there is insufficient evidence to recommend routine screening for DV [22, 23] .
The Finnish national publication "Recommendations for the prevention of interpersonal and domestic violence" (2008) stresses local and regional work and the importance of strategic planning, in addition to training [24] . A "National clinical nursing guideline for identifying and intervening in child maltreatment within the family in Finland" has also been drawn up based on practical work [25] .
During this research project, the staff participating in the study was trained to recognise and address DV. Finally, the follow-up survey was conducted. The study searched for answers to the following questions. (1) How did the staff 's ability to detect violence change during the research period of 2008-2013? (2) How did the staff 's readiness to intervene in violence change during this time period?
Participants and Methods

Participants.
The study began in 2008 with an initial survey of health care professionals in a large central hospital and in one local primary health care organization. The participating units were an emergency clinic and a doctors' office in primary health care, an emergency clinic, an orthopaedic ward, and an acute psychiatry emergency unit in specialized health care. The staff profile of the study included physicians, nurses, and social workers. The idea was to enhance not only the knowledge, skills, or attitudes of individuals with respect to domestic violence but also interdisciplinary understanding and collaboration.
Study
Design. This is a longitudinal study with a pre-/posttest design. An initial survey was used to gain information of the present state and needs of the health care workers in primary and specialized health care with respect to DV.
The results of the survey were used as a basis for planning follow-up interventions: staff training and drafting practical guidelines.
The questionnaire asked for the following information: the participants' demographic data (gender, age, occupation, length of time in current occupation, and employment status), the prevalence and/or treatment of DV (e.g., "Can you estimate how often you meet or treat women or men who are victims of DV?" "Can you estimate how often you meet or treat women or men at work who are perpetrators of DV?" "At work, have you met or treated men who have experienced DV?"), the identification of and intervention in DV (e.g., "Do you believe you would identify a patient who is experiencing or has experienced DV?" "Do you believe you would identify a patient who is or who has been violent in their relationship?" "Is there an operations model in your work unit for intervening in DV?" "Do you collaborate with different support authorities when meeting the victim and the perpetrator?" Furthermore, the participants were asked to identify issues that may be a barrier to the recognition of DV and the actions of the health care personnel with a patient who has experienced violence or who has used violence.), the quality of the DV training received (e.g., "Has DV been discussed in your professional basic training?" "Have you participated in training organized by your employer?"), and one open-ended question comprising the DV work in the participant's unit within the last two years (see Tables 1 and  2 ).
In addition, qualitative data were gathered by interviewing health care professionals, during two group interviews, police, a social worker, and crisis workers about their experiences regarding cooperation in practice, including barriers and possibilities, shared responsibilities, and motivation to react to DV.
The outcome evaluation data were collected in May 2012 with the same instrument as at the beginning of the project, in 2008. In addition, qualitative data were gathered by interviewing health care professionals ( = 6).
Interventions.
The educational intervention was planned on the basis of the results of the initial survey [26] and research evidence from earlier studies (e.g., [9, 27, 28] ) and was completed over a four-month period, from January 2008 to May 2008. The training was carried out over three training sessions. The sessions were repeated twice with the same content so that as many shift workers as possible could participate. The themes of the sessions were orientation (2 × 4 h), DV from an ethical and legal point of view and raising the problem in discussion (2 × 7 h), and local, regional, and national service networks in DV and solving problems.
At the same time of the training sessions, a development process was started to create practical guidelines to be used as a tool for determining how to identify, respond, and intervene in the following situations: where there are more reasons to suspect DV, when DV is brought up by the patient, and when the symptoms and signs of the happened DV are noticeable. The idea was that the staff can immediately apply the knowledge gained from the course into practice. A multidisciplinary team that comprised staff nurses, social workers, and physicians worked together with the researchers. Over the years 2011-2013, the devised guidelines [29] have been integrated and implemented in practice to help and encourage the health care staff to identify and intervene in DV. So far, a total of 14 information events have been held with 237 participants. In addition, a project worker has visited different units to talk about the issue.
Data Analysis.
Frequency tables were used to examine all variables. Pearson's chi-square test was used to test the changes in opinions between 2008 and 2012. Statistical significance was set at the level of 5% ( < 0.05). Because of the low number of answers to some questions, the data were combined into two groups. Direct quotes were used to describe the participants' experiences and attitudes regarding the DV interventions that they had made.
Ethical Issues. Ethical approval (R12857H) for the project was granted by the Ethical Committee of Pirkanmaa Hospital
District. No personal data of the staff were recorded. Quotes have been used in such a way that the informants are not recognizable.
Results
The Participants' Demographic Data.
The 2008 sample consists of 68 respondents and the response rate was 35%. The 2012 sample consists of 100 respondents and the response rate was 50%. There have been no significant differences in the respondent demographics (gender distribution, occupational status, length of time in current occupation, and full-or parttime employment) during the study years of 2008 and 2012. In both years, less than one-sixth of the respondents were men. Ninety percent of the respondents are nurses with varying levels of education and 10% are other personnel, such as social workers and doctors (Table 1) .
In contrast, the age of the personnel differs to some extent between the study years. In the 2008 data, the median age of the respondents is 45 years. In the 2012 data, the median age of the respondents is 43 years. However, the difference is not significant. In the 2008 data, respondents between 40 and 49 years formed 37% of all respondents, whereas, in the data from 2012, they form less than a quarter of all the respondents (Table 1) .
Identification of a Victim of DV and a Patient Who Has
Used Violence. The results of the initial survey (26) revealed that the staff had different kinds of barriers to identification of and intervention in DV, for example, a lack of mentoring and role modelling and a perceived lack of privacy and time available. Furthermore, there were no commonly agreed multiprofessional practices to identify and help the parties of DV. By the results of the initial survey the training was seen as incidental and the staff needed it. In both study years, nearly all respondents (>90%) had met women who had experienced violence. The participants reported that they had met more men who had experienced violence in 2012 when compared to the 2008 data (40% versus 60%; = 0.009). According to the surveys, approximately one-third of the respondents reported that at least once a month they met or treated women and men who had experienced DV. The participants also reported roughly equal numbers of both male and female perpetrators of violence during both study years. Approximately one-fourth of the respondents reported that they meet perpetrators of violence at least once a month (Table 2 ).
In the 2012 study, well over half of the respondents believed that they always or mostly identify a patient who experiences and/or has experienced DV. This is approximately 10% more than in 2008, but the difference is not statistically significant. On the other hand, the number of respondents who reported that they are able to identify a patient who has used violence in their intimate partnership increased from less than one-fifth in 2008 to over two-thirds in 2012 ( = 0.040) ( Table 2) .
The participants were asked to name 1-6 things that raise the suspicion of violence, even if the patient did not mention it. In both study years, the most suspicious points were the patient's physical injuries (e.g., typical injuries such as bruises around the body or the nature of the injuries not matching what the patient reports that has happened) and the patient's behaviour (e.g., the patient cannot give an explanation for the injuries; the patient cannot say where the injuries originate; the patient declines follow-up treatment; first the patient admits and then denies violence). Both points cover altogether approximately 60% of all mentions of points that raise suspicion. The remaining 40% were related to vague symptoms reported by the patient (e.g., stomach pain, chest pain, and a headache) without a corresponding cause, the worker's intuition becoming aroused, and the behaviour of the perpetrator of violence if they are accompanying the patient. In both study years, >80% thought that identification Nursing Research and Practice 5 of violence is difficult (very or fairly difficult) ( Table 2 ). In both study years, nearly four-fifths of the respondents (77%) thought that their readiness to identify DV was moderate.
The participants were asked to identify issues that may be a barrier to the recognition of DV. It was possible to circle several given alternatives (1-13). The largest group consists of the following: "the patients are reluctant to say that DV happened" and "when asked, a patient exposed to DV does not admit it" (two-thirds of all alternatives). Matters related to the identification of acute violence or symptoms, a lack of time to ask about violence, or the work environment lacks a peaceful place where to ask violence were mentioned the least.
Furthermore, the respondents were asked to name things that they think would prevent intervention in DV. In this task, the respondents had the possibility to check all suitable options, with altogether 16 options given in the survey form. In both study years, the protection of the perpetrator of violence, the patient not admitting to having experienced violence when asked, and the patients being unwilling to discuss the matter if the perpetrator is present during the appointment were mentioned the most. These points covered 60% of all responses. The lack of time or space was not an obstacle to intervention in violence and very few nurses felt that they would be interfering in the patient's personal matters when asking about violence.
In 2008, apart from a couple of respondents, 97% of the respondents thought that intervention in DV is difficult (very or fairly difficult). According to the 2012 survey, 90% thought that intervention is difficult and 10% of the respondents thought that it was easy ( Table 2) .
The participants explained the difficulty as being caused by the patient denying the violence, the phenomenon of violence being a sensitive issue, and the patient reporting the reason for coming to health care to be something other than the violence they have experienced. The comment that "intervention in violence is not seen as important" made by one respondent reflects the attitude of how to deal with DV. In both study years, approximately two-thirds of the respondents (70%) thought that their readiness to intervene in DV was at least moderate.
The demographic factors presented in Table 1 (gender, age, full-or part-time employment, and duration of working in the profession) were not observed to have a connection between the identification of and intervention in violence.
The Actions of the Health Care Personnel with a Patient Who Has Experienced Violence or Who Has Used Violence.
A multiple-choice question was used to inquire about the actions of the health care personnel with a patient who is a victim of violence. This question offered the possibility to choose all suitable options (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) . In both study years, the following actions were mentioned the most: "I ask the patient directly, " "I encourage my patient to report the offence if it is physical violence, " and "I discuss the issue with the patient and follow up on the matter, with the patient's permission, by contacting supporting parties. " Furthermore, the survey form inquired about the participants' actions with a patient who has used violence. This question also included the possibility to check all suitable options (1-10). In both study years, approximately one-fourth of the respondents' opinions are concerned with the personnel's intercommunication and how to act with a perpetrator of violence.
A statistically significant difference was seen between the respondent groups of the two study years when inquiring about whether the respondent's work unit had an operations model or practical guidelines for intervention in DV. In 2008, 51% of the respondents thought that there was no such model. For 2012, the equivalent figure was 12.5% ( < 0.000). However, in 2012, approximately half of the respondents could not say whether the work unit had an operations model or not ( Table 2) .
The respondents were also asked about the practice in their work unit of asking their clients systematically about DV. In 2008, two-thirds of the respondents thought that DV was not asked about systematically and 23% could not say whether it was systematically asked about or not. For 2012, the equivalent figures were 63% and 33%, but the difference is not statistically significant.
Service Networks and Multiprofessional
Activity. There was no change over time with respect to collaboration between local supporting authorities. In both respondent groups, approximately half of the respondents reported that they collaborate with local supporting authorities ( Table 2) . The respondents were asked to describe the central collaborative parties and practices. In both study years, the respondents mentioned the police, social services, and crisis and emergency services as the closest collaborative parties. The nature of the contact with the collaborative parties was described in fairly general terms, such as a phone call, contact with the aforementioned supporting parties, or giving information to the patient about the different supporting parties. A couple of respondents described the matter in more detail: "I mostly ask about shelters, " "I contact the social emergency services if there are children at home, " or "I follow up on the matter with the patient's permission by contacting the police, for instance. " 3.5. Training. A statistically significant difference was found between the respondent groups for the question that asked whether DV has been discussed in professional basic training. In 2008, less than one-fourth of the respondents reported that their training had discussed DV. According to the 2012 survey, 45% of the respondents thought that matters related to violence had been discussed in professional training ( = 0.006). A statistically significant difference between the respondent groups was also found regarding how aware the respondents were of training organized by their employer. In 2008, approximately one-sixth of the respondents thought that their employer had organized training related to DV, and, according to the second survey, approximately half of the respondents were aware of training organized by their employer ( < 0.000). Moreover, 57% of the respondents 6 Nursing Research and Practice had also participated in the training (Table 2) . Participation in training organized by some other parties was marginal. In both study years, only about 8% of the respondents reported having participated in such training.
In both study years, training needs were concerned with the identification of and intervention in DV and helping both victims and perpetrators of DV. Matters of legislation in situations of DV were the least interesting topics of training. In both study years, a couple of respondents (2%) thought that they did not need any training.
Lastly, one-fourth of the respondents describe with a couple of words the development work related to violence in their own unit. Positive things were related to an awareness of training having been organised and the existence of written guidelines on how to act in DV situations. According to a couple of respondents, "the matter is discussed quite well if there is a suspicion of violence, " "in acute situations we aim to find out the patient's situation holistically, " and "the issue of violence is discussed more often these days. " The respondents mentioned the following as negative aspects: "the development work did not affect practical work in any way and the whole thing remained theoretical, " "the developed model does not work in practice, " "they could not fit all the employees in the training who wanted to attend, " and "there has only been training for a couple of employees. " A couple of respondents had recently started work at the unit and were not aware of the existence of the written guidelines.
Discussion
In both study years, over 90% of all respondents had met and treated women who had experienced DV. However, a difference was seen in questions regarding the recognition and treating of men who have experienced violence. In 2012, the respondents reported to have met or treated approximately 20% more men who have experienced DV than in 2008. This kind of study result can be a sign of the training having had an impact on the sensitivity of the participants towards identifying these men, even though a statistical difference was not seen between the training and the meeting of male victims of DV. According to a national report by Heiskanen and Ruuskanen [30] , equal numbers of women and men experienced victims of partner abuse and over half of the men have had physical or psychological consequences from the violence. In addition, men may have more recurring experiences of violence [30] . As the consequences of violence are far reaching and complex, it is likely that these men seek treatment also in the units participating in the ongoing research project, and awareness of this fact could help practitioners to identify and treat them.
The identification of and intervention in DV were still considered difficult in the survey of 2012, and the training received was not observed to have a significant connection to these matters. Moreover, no significant changes have happened in the actions of the health care personnel with victims and perpetrators of violence between 2008 and 2012. Over the four years, there were no differences in the number of interventions to help victims and perpetrators of violence.
In 2012, slightly more interventions were made with patients who have perpetrated violence. The respondents also thought that they identify patients who have used violence more often than those in 2008. The lack of time or space was not an obstacle to intervention in violence. This is an opposite result compared to the previous studies [7, 8, 10, [14] [15] [16] . Instead, the participants explained the difficulty as being caused by the patient denying the violence and the phenomenon of violence being a sensitive issue. This result is parallel to the earlier studies [7, 9, 11] .
The participants acknowledged their weaknesses, as they named identification and intervention as the most important topics of supplementary training. A systematic further training plan for all staff should be developed in order to enhance professionals' skill and knowledge of all types of DV and how to identify and intervene in DV and CA. Organisational support, for example, guidelines or collaboration with others, has been mentioned as a shortcoming in earlier studies [8, 15] . Some nurses were unaware of the written guidelines and the legal points of views. For some respondents, the operations model developed had remained theoretical and they thought that it did not translate to practical work. "The matter is easily filed away and forgotten, " as one employee noted, but they also added that "it is also an issue of work management. "
McCloskey et al. have concluded that the content of the training received was more important than the amount of training received [31] . In the future, it is important to emphasize more the use of interactive methods, such as role playing, and to involve the supporting parties (the supporting network) in the training programmes. Further, the earlier results revealed that the staff lacked mentoring and role modelling [15, 24] . Thus, a mentoring action plan might help the health care staff with DV work.
Although more than one-third of the respondents in the second survey thought that the operations model for intervention in violence existed in their work unit, over half of the respondents still did not know whether one existed or not. This kind of study result may be affected by the fact that the survey was conducted approximately one year after the operations guideline had been adopted and orientation was still unfinished in the units. Whatever the reason is, the fact remains that not all respondents had been familiarized with their use or even their existence. The study result supports the idea that it is necessary to conduct a third survey in 2014 before ending the project. There have also been organizational changes during the study period and operations and functions have been reorganized. Due to this, there have been personnel transfers between units. Furthermore, in the 2008 data, nearly one-third of the respondents were temporary replacement workers, and, in 2012, nearly one-fourth of the respondents were temporary replacement workers. This kind of study result emphasizes the fact that supplementary training must be systematic and continuous. Moreover, the operation model or practical guidelines will also be a tool for the orientation of new staff.
According to this study, the units do not systematically ask about violence. This study result is consistentwith recent international research results [8, 11, 18] . In 2008, less than onefourth of the respondents and one-third in 2012 did not know Nursing Research and Practice 7 whether violence is asked about in their unit or not. At the moment, the guidelines do not include the idea of adopting a screening tool, but the issue is worth considering in the near future. Further, it lacks evidence whether DV screening reduces violence or improves health outcomes for victims [22, 23] . This demands further research.
Like earlier studies have stated, collegial and organisational support are needed [8, 15, 19] . Perhaps health care staff still lacks real collegial and organizational support, though in this case it would appear to be due to individual differences between units. One interviewee stated that "we have been supported by employees and our manager and we have made a violence folder with my work partner, " while another one stated that "the unit management is not committed to the matter. " Furthermore, it emerged from the open responses that only some of the personnel were able to participate in the training programmes. This means that, in the future, resources have to be allocated to supplementary training. Managers should take care of the resource allocation as well as making sure that violence training is included in annual training plans.
Limitations. Some limitations of the present study must be considered. First, these include the small sample sizes in both survey years. Second, the instrument used is based on the participants' report data. Third, the guidance implementation took place in 2011, one year before the follow-up survey. Fourth, perhaps those who participated in the surveys are individuals who are willing to take part in work against violence, thus creating selection bias. We noted that many familiar people took part in both training sessions and many other activities during the study period. Some of them worked as contact persons for their units. Furthermore, the respondents of the 2012 survey may not necessarily be the same as those in the 2008 survey, due to part of the personnel being temporary workers and some of them may have changed to a different workstation. Thus, it is a little bit difficult to clarify the degree of congruence between the reported data and the actual situation of identifying and intervening in DV. Because the research results might be biased, it is a little bit difficult to clarify whether the change was real or not.
Conclusions
Future research needs to evaluate our training programme as a process (process evaluation) and go through all the written feedback received. In this case, we will pay attention to, among other things, training activities or practical support, to find out if it is being delivered as planned and to identify gaps between its intended and actual deliveries. After that we must change the key points in the training programme. Further, we must cooperate with the nursing managers of the staff so that continuing education on DV issues is included in the annual training plans. We also need to continue to orient and familiarize the practitioners with using the guidelines because some of the respondents thought that the guidelines, written in collaboration, had remained theoretical. It is also necessary to consider other kinds of support tools such as screening tools. Naturally, the efficiency of these screening tools should also be evaluated and their adoption requires orientation of the practitioners. Because the implementation of the guidelines will take time, a new survey should be conducted in a couple of years in order to see development over a longer time period.
